Aims: The aim of this study were: (1) To explore the meaning that coping with Parkinson's disease has for patients and family carers; (2) To suggest the components of an intervention focused on enhancing their coping with the disease.
| INTRODUCTION
The population ageing is a worldwide and growing phenomenon.
The number of people aged 60 years and older is expected to rise from 800 million to 2 billion in the next four decades . Parkinson's disease (PD) is the second most common long-term neurological condition in older people (Wirdefeldt, Adami, Cole, Trichopoulos, & Mandel, 2011) . Elder people have a higher demand of health and social care, mainly due to multiple long-term conditions (Beard & Bloom, 2015; Bloom et al., 2015) .
Hence, countries are developing policies with a more comprehensive public health approach that responds to the needs of older people and helps reduce economic implications (Beard & Bloom, 2015) . Regarding PD it is required that healthcare systems include interventions to promote more holistic care in people with PD and their family carers, to foster in them attitudes towards an active and healthy lifestyle, which may reduce the psychosocial impact they experience (Ambrosio, Navarta-Sanchez, & Portillo, 2014; Foster, Allen, & Fleming, 2015) .
In PD, the process of psychosocial adaptation to the illness implies patients withstanding various changes to their social lives and as in their bodies (Fleming, Tolson, & Schartau, 2004; Haahr, Kirkevold, Hall, & Østergaard, 2010 , 2011 Stanley-Hermanns & Engebretson 2010) . Family carers, whose lives are influenced by the experience of their family member with PD, also find it difficult to adapt, due to the feeling of uncertainty to which the degenerative nature of PD gives rise and their lack of preparation for caring for a person with PD (Haahr, Kirkevold, Hall, & Østergaard, 2013; Portillo et al., 2012; Tan, Williams, & Morris, 2012) . However, promoting the development of psychosocial adaptation to a LTC is positive, because this process can help the person adjust their activities and expectations to the new situation (Ambrosio et al., 2015; De Ridder, Geenen, Kuijer, & Van Middendorp, 2008; Stanton, Revenson, & Tennen, 2007) .
| Background
The experience of living with PD has been a research topic since the beginning of the 21st century. Studies have mainly explored this phenomenon from the perspective of the person with PD; to a lesser extent from the experience of their family carer. The literature highlights psychosocial adaptation to the illness as one of the most relevant processes included in living with PD (Haahr et al., 2011; Portillo et al., 2012; Stanley-Hermanns & Engebretson, 2010; Whitney, 2004 ). According to other authors, adapting oneself to a longterm condition (LTC) is a dynamic, complex process, influenced by diverse factors such as social support, coping mechanisms and personality (Ambrosio et al., 2015; De Ridder et al., 2008; Stanton et al., 2007) .
The benefits of psychosocial adaptation for PD patients and their family carers were identified recently (Navarta-S anchez et al., 2016a).
The authors highlight that psychosocial adaptation significantly influences both the quality of life of the patient with PD and their family carer. Simultaneously, this study emphasizes that coping is a key aspect in enabling the realisation of psychosocial adaptation to PD.
Nevertheless, the majority of non-pharmacological interventions focus mainly on the self-management of PD and some specific physical impairments and their benefit remains inconclusive (Hempel, Norman, Golder, Aguilar-Ib añez, & Eastwood, 2008; Tan, Williams, & Kelly, 2014) . Therefore, the aim is to look more closely, in the context of PD and the meaning of coping, at the "constantly changing cognitive and behavioural efforts to manage specific external and/or internal demands that are appraised as taxing or exceeding the resources of Why is this research needed?
• Psychosocial adaptation to Parkinson's disease implies patients and family carers dealing with multiple physical and social changes.
• Promoting psychosocial adaptation to Parkinson's disease in patients and family carers may influence their quality of life.
• Coping has recently been established as a key factor which enables the fulfilment of the process of psychosocial adaptation to Parkinson's disease.
What are the key findings?
• The redefinition and search for balance in life, mediated by the dynamics of protection, constitute key aspects in the process of coping with Parkinson's disease for patients and family carers.
• Considering previous findings and the Chronic Care Model, the main topics and methodology of an intervention focused on enhancing coping with Parkinson's disease in patients and family carers are suggested.
• The multifaceted intervention proposed in this study could be a tool for nurses to improve both coping skills and the quality of life of families who live with Parkinson's disease.
How should the findings be used to influence policy/practice/research/education?
• Coping with Parkinson's disease is a complex process for both patients and family carers and it should therefore be considered a standard service in healthcare policies aimed at this group.
• The identification of similarities between the coping with Parkinson's disease in patients and family carers confirms that a healthcare approach of dyads patient-carer or the family unit is necessary.
• Nurses need to redirect the process of coping with Parkinson's disease when it is inadequate and is promoting a harmful impact on the life of the person.
the person" (Lazarus & Folkman, 1984, p; .141) . At the moment, the knowledge about coping with PD proceeds mainly from qualitative studies aimed at understanding the experience of living with PD (Charlton & Barrow, 2002; Haahr et al., 2011; Kang & Ellis-Hill, 2015; Zaragoza Salcedo et al., 2014) and quantitative studies targeted to determine the most frequent coping skills in patients (Frazier, 2002; Hurt et al., 2012) . However, this present study is focuses on researching the meaning of coping with PD according the definition of Lazarus and Folkman (1984) and using a pluralist approach based on the integration of perceptions from patients, relatives and healthcare professionals. This approach may provide a more comprehensive knowledge about the reality of coping with PD and thus it could foster sound coping skills in patients with PD and their relatives.
This study is conducted following the assumptions of the Chronic Care Model (Coleman, Austin, Brach, & Wagner, 2009) which underlines the importance of providing interventions for fostering motivation, trust and the capacities of both the patient and their relatives, so they can be more responsible in caring for the patient's LTC and health (Coleman et al., 2009 ). In accordance with the philosophy of the Chronic Care Model, this study aims to shed light on how to promote coping skills in patients with PD and their family carers to improve their adjustment and living with PD.
| THE STUDY

| Aims
The aims of this study were: (1) To explore the meaning of coping with Parkinson's disease for patients and family carers; (2) Based on findings from the first objective and the assumptions of the Chronic Care Model, to suggest the main components of a non-pharmacological intervention to improve quality of life in people with Parkinson's disease and their family carers through the enhancement of their coping with the disease.
| Design
This was a mixed-method study with an explanatory sequential design (Creswell & Plano Clark, 2011) . Other results of this research have been published elsewhere (Navarta-S anchez et al., 2016a (Navarta-S anchez et al., , 2016b ). This study is part of the ReNACE research programme to design multidisciplinary education interventions to promote positive living with a LTC in patients and relatives.
| Participants
The sample consisted of people with PD, family carers and healthcare professionals. Access to patients with PD and their family carers was gained through a patients' association. Healthcare professionals were recruited through a neurology outpatient clinic and a primary care practice in Navarre (Spain). All participants were recruited using purposive sampling (Miles, Huberman, & Saldaña, 2014) to include key people who could respond to the objectives of the study. The strategy of maximum variety was followed so that the inclusion of diversity allowed unknown common patterns to be identified (Creswell & Plano Clark, 2011) . Variables selected to include differences in the composition of the focus groups are presented in Table 1 .
The consideration of these characteristics in the participants was possible due to collaboration between professionals in participating centres. To ensure homogeneity, people with PD participated in the same focus group and the same for relatives and professionals.
| Data collection
Three focus groups took place in May 2014 to obtain an overview of the topic from dialogue between the participants (Miles et al., 2014) . Socio-demographic and clinical variables presented in Table 1 were collected. A moderator and an observer participated in the focus groups and voice recording was used. Table 2 includes some key questions asked during the focus groups data collection.
| Ethical considerations
This research had ethical approval from the University of Navarre gathered through the focus groups were coded to ensure confidentiality. Participants were invited to this study by a professional of their health centred they were being attended. When they accepted to take part in it, they were contacted by phone by a researcher.
The researcher explained the objectives of this study, the date of the meeting for the focus group, the use of voice recorder and informed consent. Participants were assured that they were able to withdraw from the study at any time without any consequence. In this study, no participants were upset at any moment during the data collection and a comfortable and warm environment was ensured. However, in the case of any participant having felt uncomfortable or upset, one of the researchers would have left the meeting with him/her to talk about his/her concerns, remind him/her that there is no obligation to continue and inform about an appropriate healthcare department to solve his/her worries.
Participants signed the informed consent after being informed face-to-face of the points explained by phone, the same day of the focus group, just before starting it. To promote a reliable context in 
| Data analysis
Data were content analysed (Miles et al., 2014) beginning with a thorough reading of the transcript of the first focus group and the identification of codes. Categories were then created and reflection combined with the reading the literature was conducted throughout the procedure, which allowed the refining of codes and categories (Table 3 ). This process was done independently by two researchers and then they compared their findings and selected those codes and categories identified by both after analysing the transcript of the first focus group. This whole process repeated with the transcript of the second focus group. Later, the two researchers analysed codes and categories to identify similar issues in the two focus groups. This process was repeated with the transcript of the third focus group. In all this process, quotes were used to explain the codes and categories that emerged from analysis.
| Rigour
This study was performed in accordance with the criteria of trustworthiness proposed by Guba and Lincoln (1981) which have tradi-
tionally been used to demonstrate rigour in qualitative research (Tobin & Begley, 2004) . To ensure credibility, the two researchers involved in data collection and analysis identified themselves as study participants to find any opinion that could influence discussion and analysis. In addition, a session with members of the ReNACE
Programme, who have experience in the clinical care of people with PD but who had not participated in the focus groups, was also held to verify the adequacy and validity of the results (Miles et al., 2014) .
Moreover, this analysis was done independently by the two researchers (MVNS & NC) who participated in the focus groups to address the confirmability. The analysis began after the first focus group so that the results could enrich the data collection and identify the saturation of data (Miles et al., 2014) . For promoting transferability, the strategy of maximum variety was followed in the purposive sampling and the sample's socio-demographic characteristics and methods are described in this paper. Dependability was fulfilled including information about the data collection and data analysis. Also, an example of the analytical process is provided in Table 3 and quotes from participants are presented to illustrate categories.
| FINDINGS
Three focus groups were developed with 21 participants (nine people with PD, seven family carers and five healthcare professionals) and each focus group lasted 70, 62 and 80 min, respectively. In the focus group of patients, mean age was 71.0 years (SD 7.3); the majority were men (n = 6) and retired (n = 8). Participants were diagnosed with PD on average 6.1 years ago (D.E = 2.8) and in the Hoehn & Yahr Scale mean score was 1.5 (SD 1.0) (Hoehn & Yahr, 1967) . In the relative focus group, four women and three men participated and their average age was 62.1 years (SD 14.1). Their relationship with the person with PD was that of spouse (n = 3) or son or daughter (n = 4). Four participants worked, one was a housewife and two were retired. In the healthcare professionals focus group, the average age was 46.2 years (SD 8.0); the majority were women (n = 4). With regard to profession, two were nurses, one a GP, one a neurologist and one a social worker. Their environment was primary care (n = 3) and specialist care (n = 2). Mean years of professional experience were 23.2 (SD 8.4). Dynamics in focus groups were appropriate because individuals had a continued and warm interaction with each other. This may be explained because in each group, participants shared the similar condition and because some participants already knew each other due to their relation in the same centre.
One theme and three categories emerged from the analysis of the transcripts of three focus groups by comparing the transcripts of the patients, relatives and professionals' dialogues and searching for common issues across the three groups.
Theme: Redefinition and the search for balance.
Categories:
1. Coping for the person with PD: acceptance and trying to come to terms with the disease and the new situation 2. What coping means for the family carer: renouncing and becoming a carer
Constructing dynamics of protection
The three categories describe the opinions shared by most patients, family carers and healthcare professionals in this study about the meaning of coping with PD for a patient and a family carer. Findings are illustrated with quotes presented below and in Table 4 .
| Redefinition and the search for balance
According to the participants, the process of coping with PD implied a transformation of routines and chores in the lives of both patient and family carer. The participants indicated that coping with PD was a process difficult to accomplish for both the patient and the family carer, due to the fact that their priorities assume a new and unwanted direction. Participants thought that, in coping with PD, both the patient and the relative put cognitive and behavioural efforts into operation. As explained below, however, the significance those efforts acquire is different for each person because PD is experienced first-hand by the patient, whereas it is external for the family carer. Nevertheless, most of the participants declared that coping with PD is a positive process because it helped the patient and family carer find a new balance in their lives.
3.1.1 | Coping for the person with PD: Acceptance and trying to come to terms with the disease and the new situation From a broad perspective, shown in Figure 1 , the participants indicated that the meaning of coping with PD for a person with the disease is accepting and trying to come to terms with the disease and the new situation. According to the participants, the process of coping is very difficult for anyone with PD, especially because it means accepting changes that the disease has brought, the majority of which are perceived by the person as losses. However, the participants considered that coping with the illness was a necessary process for the person with PD, because it helped to adapt and live with the disease. Therefore, the majority of participants identified two efforts for the patient in coping with PD (see Figure 1) . On the one hand, the Coping with PD with positive attitude "There are so many differences in the way people cope.
Patients focus group
There are those who, even when they are feeling very ill, make an effort to be positive. On the other hand, some see everything in life so negatively that they just end up making everyone bitter; themselves and everyone around them" (R5, Nurse)
Normalise and adapt to the illness Normalise the situation "I try to live in the present, to enjoy the time I have and then to normalise the bad moments. I mean, there are times when the illness gives you a slap in the face, it reminds you that you 0 re still there and the way things are going. It serves to lower the pressure a bit and normalise the situation" (P8, Person with PD)
Lead a normal life "The relative who is doing alright usually tries to make the patient lead a normal life, so they feel as if they can continue taking care of him/herself as much as possible" (R3, Nurse)
Turn the situation around for decrease its harshness "We used to go to the cinema but now we don 0 t because there are no good films, they 0 re all really bad. What I mean, I suppose, is that in the end you turn the situation around so that it doesn 0 t seem so hard. Role of carer "A carer isn't only the person who's washing and feeding a patient. The simple fact of waiting for when they wake up in the night to go to the bathroom, to make sure they don 0 t bang into the walls and get back to bed safely, that 0 s caring too. So that person needs to start having resources because they 0 re already acting as a carer" (R5, nurse, woman, 50 years old, Primary care, 29 years of professional experience)
Hard process "Relatives already have enough knowing the illness you have, seeing the symptoms and helping you to overcome it. That 0 s why I try to make sure they suffer as little as possible on my behalf" (P1, male, 79 years old, retired, Stage II in H&Y, 8 years since the diagnosis of PD) Impairment "Everyone finds physical caring exhausting, but later it completely absorbs you mentally" (R5, Nurse, woman, 50 years old, primary care, 29 years of professional experience)
CATEGORY 3: Constructing dynamics of protection Be positive "We have to be a bit positive, just a little, or very positive. We have to be positive because it 0 s the only thing which will help us to face the ups and downs that life brings us"(P4, Person with PD, Male, 85 years old, retired, Stage I in H&Y, 1 year since the diagnosis of PD) "There are so many differences in the way people cope. There are those who, even when they are feeling very ill, make an effort to be positive. On the other hand, some see everything in life so negatively that they just end up making everyone bitter; themselves and everyone around them" (R5, Nurse, woman, 50 years old, Primary care, 29 years of professional experience) Alison: "In the case of my husband, what helps is the fact that he 0 s so positive, he always sees the glass half-full" (F7, Female, 74 years old, housewife, married to a man with PD since 8 years ago) Anne: "Sure, but that depends on each person" (F6, female, 56 years old, working, daughter of a woman with PD since 8 years ago)
Live in the present "My strong point is to live day to day, not to think about the future but to ignore it. I don 0 t mean I ignore the future. . ..I just don 0 t live in the future; I don 0 t think about it and live in the present" (P8, Person with PD, Male, 73 year old, retired, Stage II in H&Y, 6 years since the diagnosis of PD) "I think that if they lose the fear of what 0 s going to happen and can live day to day, they would cope better" (R2, Physician, woman, 53 years old, Primary care, 30 years of professional experience) "My mother still doesn 0 t accept that she has Parkinson 0 s and I tell her that she has to, but she can 0 t just yet. So we try to live for the moment" (F2, female, 50 years old, working, Daughter of a woman with PD since one year ago)
Be patient "It 0 s hard, but if you repeat it to yourself a few times and you 0 re patient, it 0 s easier to bear." (P3, Male, 70 years old, retired, Stage I in H&Y, 8 years since the diagnosis of PD) "For me, the most difficult thing for families is to know how to have patience, to be able to manage the changes which are coming" (R1, Social worker, woman, 53 years old, Primary care, 29 years of professional experience) "I believe that helping as much as you can and patience, a lot of patience" (F4, male 41 years old, working, son of a man with PD since 8 years ago) (Continues) cognitive effort of "assuming", which refers to the acceptance of the disease. On the other hand, the behavioural effort of "trying to bear it" which implied searching for solutions to minimize the impact of the symptoms and the changes occurring in the patient's life.
With reference to the behavioural effort of coping, getting activities underway in an attempt to improve symptoms or overcome the difficulties in the activities of daily living, the participants thought this could easily be developed by anyone with PD. Nevertheless, the Look for information "I think that the patient has to have a lot of information, early on, because that 0 s going to influence how he and the people around him react "(R1, Social worker, woman, 53 years old, primary care, 29 years of professional experience) "I feel that the most important thing for carers is to have information about tips on how to react when things arise" (F3, male, 49 years old, working, son of a man with PD since 10 years ago) Claire: "I think it's important that they know the illness. I 0 ve found out a lot; some people like to read, others don 0 t, because really I think that you need to know how much they can tolerate" (F1, female, 71 years old, housewife, married to a man with PD since one year ago) Andrew: "Decide what to tell them and what not to, because they can get nervous" (F2, female, 50 years old, working, daughter of a woman with PD since one year ago)
Partake in activities "I go to a keep fit class twice a week and to a speech therapist, to the swimming pool and for walks. Other times I look after my grandchildren and I always keep myself busy, within my limits"(P3, Male, 70 years old, retired, Stage I in H&Y, 8 years since the diagnosis of PD) "I tell the carers that they have to try and get out; go to the hairdresser 0 s or to the gym" (R5, Nurse, woman, 50 years old, primary care, 29 years of professional experience) "For me a key point is that the patient is disciplined and has an occupation; well today I have to do this, do that, I mean that their time is taken up with an activity" (F5, male, 68 years old, retired, husband of a woman with PD since 8 years ago)
Normalise the situation "I try to live in the present, to enjoy the time I have and then to normalise the bad moments. I mean, there are times when the illness gives you a slap in the face, it reminds you that you 0 re still there and the way things are going. It serves to lower the pressure a bit and normalise the situation" (P8, Person with PD, Male, 73 year old, retired, Stage II in H&Y, 6 years since the diagnosis of PD) "The relative who is doing alright usually tries to make the patient lead a normal life, so they feel as if they can continue taking care of him/herself as much as possible" (R3, Nurse, woman, 37 years old, specialist care, 10 years of professional experience) "We used to go to the cinema but now we don 0 t because there are no good films, they 0 re all really bad. What I mean, I suppose, is that in the end you turn the situation around so that it doesn 0 t seem so hard. My husband gets desperate when he can 0 t remember stuff; but it isn 0 t down to him, it 
REDEFINITION AND THE SEARCH FOR BALANCE FOR THE PATIENT AND THE FAMILY CARER:
FOR cognitive effort of accepting the disease was perceived by participants as being more complex and was not always achieved by the patient. In fact, not everyone with PD acknowledged that they had accepted their situation. Some participants expressed that the most difficult aspect to accept was that the disease has a negative progression and that there is no cure.
Relatives focus group
"She thinks that she 0 s going to get better, that every time we have an appointment with the neurologist she 0 ll be given some wonderful pill and she 0 ll be fine the next day. They 0 ve told her that it isn 0 t like that, that she will stay the same or get worse, but she isn 0 t going to improve" (F2, female, 50 years old, working, daughter of a woman with PD since one year ago) 3.1.2 | What coping means for the family carer:
Renouncing and becoming a carer
As is illustrated in Figure 1 , the majority of participants in the relatives and professionals focus groups expressed that coping with PD for a family carer meant, in general terms, renouncing things and starting to become a carer. Specifically, participants from these two focus groups said that undertaking the role of carer implied leaving behind social activities or free time, to spend more time with the person with PD.
According to most of the healthcare professionals and relatives, the coping process for the family member encourages the person to make various changes in their daily routine, which means that their life essentially centres on the needs and well-being of the patient.
Professionals focus group
"What I do see is that even when the person acts positively towards the illness of the person they 0 re caring for, the carer 0 s life is transformed even more. They give up much more of themselves, their activities, their hopes and they focus completely on the person who is ill" (R2, physician, woman, 53 years old, primary care, 30 years of professional experience)
One aspect which the three focus groups found characteristic of coping in family members, was the behavioural effort of looking after a person with PD. According to the participants, regardless of the patient's physical impairment, the relative adopts a continuous role of carer to deal with the new family situation. This can range from physical assistance to do activities that the patient cannot longer do alone, to becoming their main emotional support. This is why the participants assure that family carers need to receive information and resources, which will help them to deal with their new situation.
Relatives focus group
"You have to be with him all the time. . .he won 0 t go out alone and there are days when he 0 s so exhausted and tired it 0 s terrible, so you go to your GP and they say that he 0 s fine, there 0 s nothing wrong, he has Parkinson 0 s" (F1, female, 71 years old, housewife, married to a man with PD since one year ago)
Another theme put forward by the majority of participants was that coping with PD is a hard process for family carers. In fact, some of the participants stated that this process could lead the family carer to a physical and an emotional impairment.
Peter "There comes a time when the carers need help, 
| Constructing dynamics of protection
According to the participants, patients and relatives need to develop coping strategies to reduce stress and uncertainty of the disease.
These coping strategies were attitudinal, but at the same time they implied a behavioural effort. Specifically, the participants identified six dynamics of protection which are illustrated through quotes in Table 4 , such as:
Relatives focus group. Dynamic: Be patient The participants highlighted that in spite of being positive dynamics, the patient or family carer does not always put them into practice innately or from the beginning. They related this to the fact that the background to developing these dynamics is the recognition of the new situation, or at least attempting to look for solutions to improve it. Therefore, the creation of dynamics of protection is a step towards redefinition and the search for balance, as is shown in Figure 1 .
| DISCUSSION
The findings of this study highlight that coping with PD implies a redefinition and a search for balance, which is facilitated by the implementation of different dynamics of protection ( Figure 1 ). This result proves that coping with PD is a dual process, which combines both positive and negative experiences. It is a positive process because coping is conceived as a personal strategy that facilitates difficult situations. However, it can also be experienced as negative because it involves a life transformation, which was not wished for.
This innovative and comprehensive way of conceptualising the phenomenon of coping with PD could ensure a more natural and fluent communication among professionals and patients/relatives on this matter. In fact, it is expected that the combination of perceptions from patients, relatives and healthcare professionals underpinning this concept make it easier to understand by all of them.
To date, few studies have been identified that focus on understanding coping in the context of PD from the perspective of patients and family members. In line with previous research, this study has found that PD patients coped by accepting (Charlton & Barrow, 2002; Frazier, 2002; Kang & Ellis-Hill, 2015; Whitney, 2004; Zaragoza Salcedo et al., 2014) , being positive (Charlton & Barrow, 2002; Frazier, 2002; Haahr et al., 2011; Portillo et al., 2012) , living in the present (Kang & Ellis-Hill, 2015; Portillo et al., 2012; Whitney, 2004) , having patience (Frazier, 2002) , looking for information (Whitney, 2004 ) and partaking in activities (Frazier, 2002; Whitney, 2004 ).
These findings support earlier studies and confirm that patients use emotion-focused strategies and problem-focused strategies for coping with PD more frequently than relatives.
Likewise and of particular interest is that this study has identified similarities between the coping with PD in patients and family carers. This finding confirms the need described by different authors (Reinhard, Given, Petlick, & Bemis, 2008) about looking after the carers of people with a LTC. In fact, recent research points out that to better respond to the difficulties of a LTC, a healthcare approach of dyads patient-carer (Navarta-S anchez et al., 2016a) or the family unit ( Arestedt, Persson, & Benzein, 2014) is necessary. This is why nursing professionals should be responsible for encouraging the process of coping with PD, not only in patients but also in their family carers.
In this sense, one aspect that must be dealt with is accepting the disease. The findings of the study coincide with previous research carried out in patients with PD (Charlton & Barrow, 2002; Frazier, 2002; Haahr et al., 2010; Kang & Ellis-Hill, 2015; McLaughlin et al., 2010; Tan et al., 2012; Whitney, 2004; Wressle, Engstrand, & Granerus, 2007; Zaragoza Salcedo et al., 2014) and also in patients with other LTCs (Ambrosio et al., 2015) , where the acceptance of the disease is one of the most important steps, but also one of the most difficult to achieve. However, when it came to family carers, participants in this study did not point out the acceptance of the patient's disease or the role of carer as key element in coping with PD.
According to the USA National Parkinson Foundation (2015), many relatives do not like being identified as carers, because, among other reasons, they associate this term with performing physical caring tasks. Nevertheless, as the guide highlights, relatives need to accept their role as carer as another aspect of their lives, which does not replace but broadens other aspects of their identity (National Parkinson Foundation, 2015) . Along these lines, Tan et al. (2012) indicated that accepting the role of carer, together with maintaining one's social life, were strategies used by family carers to cope with their situation. Therefore, it could be said that a failure to mention accepting the patient's disease or the role of carer is related to giving up daily activities which the relatives used to do to cope with PD. In accordance with these findings, it is crucial that nurses value and reinforce the acceptance in people with PD and in their family carers. In addition, nurses should be in charge of redirecting the process of coping with PD when it is inadequate and is promoting a harmful impact on the life of the person, as occurred in this study with relatives who mentioned that they had given up activities or that they had reached a point of worrying about their emotional health.
Different studies have reported that many people do not change their coping skills although their stress does not decrease (Cheng, Lau, & Chan, 2014; Folkman, 2011; Frazier, 2002) . Thus, nurses need to identify the coping skills used by patients with PD and relatives and how these skills influence the patients' and carers' well-being.
This assessment is necessary so that patients and relatives learn to redirect their coping skills for improving their well-being and quality of life (Folkman, 2011; Rice, 2012) .
Therefore, this research proposes a multifaceted intervention to promote positive coping skills in people with PD and their family carers. The topics of this intervention (see Table 5 The methodology proposed for this intervention is described in Table 6 and is worth noting for being based on the Chronic Care Model (Coleman et al., 2009 ). In line with this model, the intervention encourages an approach to support self-care, longterm monitoring and the use of community and technology resources (website and telephone assistance). This approach has proved to be useful in chronic illness (Coleman et al., 2009; Davy et al., 2015) . Hence, it can contribute in nursing practice to redirecting and improving the process of coping with PD, for patients and family carers. Therefore, it is necessary to research how the consolidation of interventions to foster coping with PD applying this methodology and topics could be adjusted to nurses's workload and daily routine and concretely in primary care
where workforce tensions are clearly a current problem. Furthermore, studies have to be planned to test the feasibility of this proposed intervention in terms of benefits for patients and relatives and cost for health systems.
| Limitations
The sample size prevents the findings being generalized to other communities. However, it is a suitable size for the development of an exploratory qualitative study, which has allowed an in-depth understanding of the meaning of coping with PD for patients and family carers. In addition, the authors are aware that the findings of this study could be influenced by their own experiences and beliefs.
Nevertheless, to reduce this limitation, different strategies were performed for ensuring rigour in this study.
T A B L E 5 Main content of the proposed intervention
Topic Aim of the session 1 Individual presentation and evaluation To carry out an individual study of the difficulties which both the patient and the family member have with psychosocial adaptation and find out their abilities to cope. Explain the aim of the sessions to the participants; that only they can improve their experience with the illness. The responsibility is theirs.
2
Getting to know PD Present the main characteristics of PD and refute any false beliefs related to it.
3 Healthy life habits Encourage the patient and relative to adopt a healthy lifestyle (diet, physical exercise, sleep/rest). Show them behavioural strategies in order to prevent or treat possible health problems.
4
Adapting to and coping with PD. Raise awareness of the process of psychosocial adaptation to PD and coping with the illness, to promote the sharing of opinions about their meanings.
5
Positive self-esteem Boost the participants 0 self-esteem through dialogue. Discuss how much they tend to use the coping strategy of "being positive" and what its benefits are.
6
Empathy and patience Promote empathy towards the corresponding family member through dialogue. Talk about situations where patience has played an important role and the advantages of this.
7
Normalise the situation and partake in activities Talk about the meaning and the advantages of the coping mechanisms, "Normalising the situation" and "Engaging in activities".
8
Look for information and live in the present Talk about the advantages of the coping strategies, "looking for information" and "living in the present". Discuss personal barriers in order to use these strategies.
9
Management of stress and complicated situations Discuss the topic of uncertainty, the evolution of PD and the possible losses they have experienced. Recognise symptoms of stress and learn how to relax.
10
Resources Give information about existing resources for people with disabilities and their families and how to apply for them.
11
Conclusions Obtain a global vision of the topics dealt with.
PD: Parkinson's disease.
| CONCLUSION
This study has contributed to the understanding of the meaning of coping with PD and to the identification of a multifaceted intervention, which could encourage its promotion in clinical nursing practice. Due to the complex nature of the process of coping with PD, the nursing role is paramount to encourage it in patients and relatives through holistic evaluation and the building of a relationship of trust. Therefore, there is a need of resources for helping nurses integrate these types of interventions in their daily routine.
This change could improve the quality of life of patients with PD
and their family carers, as well as that of families who live with other LTCs.
